The records of two patients are presented in whom the unusual localization of tuberculous lesions caused errors in diagnosis that were only rectified by microscopic studies of the tissues removed at operation. Had the possibility of such localization been borne in mind the diagnosis of tuberculosis could probably have been made preoperatively in both cases.
Case I. Miss H. E. N., a 23-year old dental hygienist, was admitted to the New Haven Hospital on August 10, 1932, complaining of epigastric pain, some abdominal distention, nausea and vomiting. She stated that she had not been well for the previous three years, having had poor appetite, nausea and frequent vomiting. For the past year nausea was usually accompanied by generalized abdominal pain. On July 8, 1932, after the pain seemed to have localized in the right lower quadrant, an appendectomy and right oophorectomy was performed. At operation it was thought that the appendix was not sufficiently involved to explain the symptoms. They were then attributed to the presence of an ovarian cyst. The routine microscopic examination showed the ovary to be cystic and the appendix normal. She was discharged from the hospital on July 19, 1932. One week later her symptoms recurred and seemed more severe than before the operation, the pain now localizing in the epigastrium. Her condition grew worse and she reentered the hospital on August 10, 1932.
On admission she appeared to be rather thin and of the "asthenic and visceroptotic type." She was not acutely ill. Her temperature was 98.20F.; the pulse rate was 104 per minute and the respirations 22; the systolic blood pressure was 105 and the diastolic 70. The Kahn test of the blood was negative. The red blood cell count was 4,600,000 with 67 per cent hemoglobin, the white cell count was 4,200, of which 65 per cent were polymorphonuclear leukocytes and 24 per cent lymphocytes. The urine contained no albumin or sugar. The only positive finding on physical examination was some tenderness of the abdomen on deep palpation. Roentgenologic examination suggested partial obstruction in the small intestine. At operation on August 13, 1932 (by Dr. Samuel C. Harvey), the wall of the jejunum appeared thickened and distended in some places, and narrowed by scarring in others. The involvement commenced about 50 cm. past the duodenojejunal junction and extended for about 1.5 meters. The changes suggested a neoplastic process and the involved segment of the bowel was resected. Representative portions of this (Fig. 1) show the intestinal wall to be thickened, the lumen distended in some places and narrowed by scarring in others. The mucosa is ulcerated. Some of the ulcers are parallel with, others transverse to, the long axis of the bowel. Microscopic preparations show tuberculous ulceration with little caseation, giant cells and proliferative changes in the wall of the bowel (Fig. 2) . In a mesenteric lymph node simultaneously removed, numerous typical tubercles are seen with predominating proliferative changes. There are also a few areas suggestive of amyloid change. A newly prepared longitudinal section of the distal half of the appendix shows an occasional miliary tubercle in the serosa. The patient made an uneventful recovery and was discharged on September 13, 1932, to be transferred to the Gaylord Farm Sanatorium. Roentgenographic examination on admission there revealed no pulmonary involvement other than a calcified focus in the right cardio-phrenic angle. According to a note dated November 26, 1932, the patient had gained 13 kilograms and was "feeling better than ever before".
Case IL. Mr. J. D., a 50-year old Irish-American dish-washer, was admitted to the New Haven Hospital on January 3, 1933, complaining of a growth on his hand. He stated that he first noticed a small pimple on the back of the right hand, about September 5, 1932, which slowly grew larger and discharged thin, green pus. Three months after the onset he was referred to the Tumor Clinic of the New Haven Hospital where a fragment of tissue was removed. This, however, was insufficient for a definite diagnosis and it was suggested that he should be admitted to the hospital. On admission he said that he had been well up to the past few years, when he had frequent chest colds with productive cough after each. During the nine months prior to admission his cough was persistent and for the past seven months he became dyspneic on exertion. During the summer of 1932 he had an attack of diarrhea lasting for three weeks. He had lost about 8 kilograms in weight.
On examination he was rather emaciated and apparently not very ill. The Kahn test of the blood was negative. The red blood cell count was 3,900,000 with 78 per cent hemoglobin. The white blood cell count was 11,450 of which 73 per cent were polymorphonuclear leukocytes and 21 per cent lymphocytes. The urine contained a trace of albumin and no sugar. On the dorsum of the right hand opposite the base of the thumb and index finger there was a painless, non-adherent, sharply defined, circular ulcer 3 cm. in diameter, with raised, firm margin and folded, crusted base. The right epitrochlear and axillary lymph nodes were firm and easily palpable. Other superficial lymph nodes were not enlarged. The lungs were hyper- On January 4, 1933, the right epitrochlear lymph node and the ulcer on the right hand were excised (by Dr. L. N. Claiborn), and the denuded area was covered by a skin graft. The removed piece of skin measured 6 x 4 cm. and had in its center an elevated ulcerated area measuring 3 cm. in diameter and 7 mm. in thickness. The lymph node measured 1 x 1 x 0.4 cm., was firm, and its cut surfaces were smooth and pale grey. Microscopic preparations show tuberculous ulceration of the skin with typical granulation tissue and numerous giant cells (Fig. 3) . In the lymph node numerous solitary and conglomerate fibrocaseous tubercles are seen and some overgrowth of the germinal centers of the follicles (Fig. 4) .
Subsequent roentgenographic examination of the chest disclosed a bilocular cavity in the left upper lobe. This measured 6 x 3 cm. and showed a distinct fluid level. There was extensive scarring throughout this lobe. Repeated examinations of the sputum all showed the presence of tubercle bacilli. On January 26th he coughed up about two ounces of bloody sputum. The operative wounds healed well, and the patient was discharged on February 3, 1933, to be transferred to the Norwich State Tuberculosis Sanatorium.
